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Background: Because many people seek sexual healthcare
in settings where they seek primary healthcare, the extent to
which primary care physicians take sexual histories is impor-
tant. We surveyed Atlanta-area primary care physicians to
estimate the extent to which they take sexual histories as
well as the components of those histories and the circum-
stances under which they are taken.

Methods: Four-hundred-sixteen physicians in four specialties
(obstetrics/gynecology, internal medicine, general/family
practice, pediatrics) responded to a mail survey conducted
during 2003-2004. Respondents answered whether they
asked about sexual activity at all, including specific compo-
nents of a comprehensive sexual history such as sexual as
sexual orientation, numbers of partners and types of sexual
activity, during routine exams, initial exams, complaint-
based visits or never. Respondents also reported their opin-
jons on whether they felt trained and comfortable taking
sexual histories.

Results: Respondents (51% male, 58% white) saw an average
of 94 patients per week. A majority (56%) felt adequately
trained, while 79% felt comfortable taking sexual histories.
Almost three in five (58%) asked about sexual activity at a
routine visit, but much smaller proportions (12-34%) asked
about the components of a sexual history. However, 76% of
physicians reported asking about sexual history (61-75% for
various components) if they felt it would be relevant to the
chief complaint.

Conclusions: Most physicians report feeling comfortable tak-
ing sexual histories and will do so if the patient’s apparent
complaint is related to sexual health. But sexual histories as
part of routine and preventive healthcare are less common,
and many physicians miss essential components of a com-
prehensive sexual history. Structural changes and suggestions
for training to enhance sexual history-taking are discussed.
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any patients seek sexual healthcare from their
Mprimary care physicians as opposed to STD
clinics.! Therefore, it is crucial that primary
care physicians be skilled in obtaining accurate and com-
prehensive sexual histories to inform appropriate screen-
ing or testing and risk-reduction counseling. A compre-
hensive sexual history includes inquiry about sexual
activity and related behaviors that increase an individ-
ual’s risk for development of various diseases: individ-
ual-level behaviors and factors often associated with sex-
ual risk from the literature include numbers of sexual
partners, frequency of sexual intercourse, use of injec-
tion drugs, sexual orientation, types of sex (oral, vaginal
or anal), prior or recent history of STDs, sexual abuse.
Taking a sexual history provides opportunities for
physicians to assess patients’ risk factors for STDs and
effectively counsel patients regarding sexual behaviors.
The U.S. Preventive Task Force and the National Acade-
my of Sciences’ Institute of Medicine recommend that
physicians obtain a sexual history at least annually to
determine the need for further evaluation and/or the risk
of STDs.?* According to survey research,* patients agree
with these recommendations; 91% of them thought it
was appropriate for their physician to obtain a sexual
history. Reports, however, suggest that the competence
and comfort level of physicians and medical students in
taking sexual histories is less than optimal.>® One Cali-
fornia survey of >1,000 primary care physicians found
that only 10% of physicians obtained a sexual history,
while another in New York found that only one-third of
the 429 physicians surveyed obtained a sexual histo-
ry.'*"" A survey of 2,766 women found that only one-
third had talked with their physician about their sexual
practices in the past three years and that only one-third
of those were cautioned about STDs during the time.'
The objective of this study was to determine the sexual
history-taking and practices of metro Atlanta primary care
physicians in the fields of family medicine, internal medi-
cine, obstetrics/gynecology and pediatrics. Given previous
findings that taking sexual histories differed by specialty
and gender,” we also looked at such differences in our sam-
ple. We also examined the effects of race and age.
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METHODS

Participants and Procedures

Surveys were initially mailed via Federal Express to
1,632 primary care physicians drawn from a compre-
hensive database from the Georgia Board of Medical
Examiners of 2,127 Atlanta-area primary care physi-
cians in July 2003. Second (N=1,405) and third
(N=960) rounds of surveys were mailed between July
2003 and 2004 via the U.S. Postal Service to those who
did not respond to the initial mailing. After up to three
mailings, 416 usable surveys were returned, or 34% of
those mailed after deletion from the denominator of 398
undeliverable surveys and notifications of moving or
retirement. Surveys were stored in a locked file cabinet,
and data were input into SPSS.

Similar to an earlier report of southern physicians’
characteristics," respondents averaged approximately 44
years old, with 18 years’ experience since graduating
from medical school (Tables 1 and 2). The mean number
of weekly patients seen was approximately 12% lower
than in the earlier report, 93.8 vs. 106.2, and a substan-
tially larger proportion of physicians were female (49.8%
vs. 27.3%) and African American or black (24.3% vs.
5.9%). Most physicians in this survey saw patients across
patient life spans. The most common form of practice
was a single-specialty setting with <5 total physicians in
the practice as full or part owners. Primary specialty was
quite evenly spread, 20-28% for each specialty. Approxi-
mately one in seven worked in hospital settings, but
employment in a health maintenance organization was
rare, with approximately one in 20.

Survey Content

Survey topics fell into three domains of questions; 1)
training, 2) attitudes, and 3) practices. For training, physi-
cians responded how well trained they felt to take a sexu-
al history and to screen/treat (five-point scales with
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labels: 1 = no training, 2 = little training, 3 = some train-
ing, 4 = adequate training, 5 = more than adequate train-
ing). For attitudes, physicians reported how important,
how relevant to medical care and how comfortable they
felt taking a sexual history (five-point scales with labels:
1 = not at all, 2 = not very, 3 = somewhat, 4 = fairly, 5 =
extremely). They also answered whether they felt taking a
sexual history takes too much time (1 = never, 2 = rarely,
3 = sometimes, 4 = usually, 5 = always). For practices,
physicians reported whether they asked patients about
sexual activity at all, what specific questions they asked
and under what circumstances they did so. Physicians
could reply “yes” to any or all of the initial medical histo-
ry, an annual exam, each visit, if relevant to chief com-
plaint. The specific questions are listed in Table 4; a copy
of the survey is available from the corresponding author.

Analyses

In addition to descriptive statistics for physicians and
their practices, means, medians and standard deviations
for continuous variables, frequency distributions in per-
centages for categorical variables (Tables 1 and 2), we
looked for associations among attitudes, training and
history-taking behaviors with Pearson correlations. We
also examined all three domains by gender, race and
specialty using odds ratios and adjusted odds ratios
derived from logistic regressions.

RESULTS

Training and Attitudes

Physicians reported mean levels of training between
“some” and “adequate” with respect to taking a sexual
history (M=3.47, SD=1.07) and screening and treating
(M=3.90, SD=0.89). Of the sample, 55.8% reported
adequate or more-than-adequate training for taking sex-
ual histories; 64.2% reported the same for screening and
treating.

Table 1. Sociodemographic and professional characteristics of sample

Male (%) 50.8

Mean Age (SD) 44.4 (10.0)

Race/Ethnicity (%) Total By Hispanic/Latino Status

Yes No

African American/black 24.8 0.5 24.3
Asian American 13.3 0 13.3
White 58.0 2.5 55.5
Other 4.1 2.0 2.1
Total (Hispanic/Latino) - 5.0 95.0

Mean Years since Medical School Graduation (SD) 18.2 (10.2)

Board Certified (%) 90.1

N=416; Not all physicians answered all questions, but 2410 answered any given question.
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Physicians reported that taking a sexual history
rarely took too much time (M=2.29, SD=1.04, 57.3%
rarely or never), and that taking one was important
(M=4.15, SD=0.85, 77.2% fairly or extremely) and rele-
vant to medical care (M=4.29, SD=0.80, 84.9% fairly or
extremely). Physicians also typically reported that they
were comfortable taking a sexual history (M=4.13, SD
=0.96, 79.1% fairly or extremely). Correlations among
these variables are presented in Table 3.

Physician Practices

This section will provide information on how partici-
pants answered questions when they obtained a sexual
history from their patients.

Routine examinations (annual or initial). Fifty-
five percent of physicians surveyed stated they asked
about sexual activity during an annual examination, and
a further 3.6% asked at every visit (Table 4). However, a
smaller proportion—34%—asked about the number of
sex partners at annual examinations; only 12% asked
about sexual practices of the partner, and 11% asked
about sexual abuse. About one in seven physicians—
15%—never asked about sexual abuse at all.

“If relevant to the chief complaint.” Just over three-
fourths—75.5%—of physicians asked about sexual activ-
ity if they felt it relevant to the chief complaint, so most
physicians have asked some of their patients about sexual
activity at some point. Similar proportions asked about
number of sex partners (73.6%), frequency of intercourse
(69.2%), partner sexual practices, (62.0%), sexual orien-
tation (60.8%) and sexual abuse (70.4%).

For sexual orientation, we looked at the initial med-
ical history instead of the annual exam but found that
only 34% of physicians ask about sexual orientation at
that exam. Another 10% asked at the annual exam and
1% at each visit, for a combined total of 45%.

Analyses by Specialty, Race and
Gender

Because the main focus of this paper is upon the
responses of the overall sample, we present data only for
the general question of whether the physician asked
about any 'sexual activity on either an annual exam or at
each visit. We found no differences by physician age in
taking sexual histories and examined this variable no
further. Female physicians (72.4%) were more likely to
ask about sexual activity than were male physicians
(45.0%) (Table 5). This pattern was visible throughout
the remaining sexual-history questions except those
about types of sex practices. Pediatricians (75.4%) were
most likely to report taking a sexual history at either an
annual visit or at each visit, although their mean rate
was not statistically different from that of obstetricians
and gynecologists (68.2%) (Table 5). Responses by spe-
cialty for remaining sexual history questions followed
the same pattern more often than not, but with generally
small differences between pediatricians, obstetricians
and gynecologists, and general or family practitioners.
Due to low numbers of physicians reporting racial/eth-
nic identification other than African American or white
(Table 1), we constructed a three-level variable for com-
paring sexual history-taking by race. African-American

Mean weekly patients seen (SD)

Age range of patients (years)
Mean lower bound (SD)
Mean upper bound (SD)

Primary medical specialty (%)
General or family practice
Internal medicine
Obstetrics/gynecology
Pediatrics
Other

Number of physicians in practice (%)

2-5
6-15
216

Primary practice arrangement (%)
Physician practice (full/part owner)
Physician practice (employee)
Staff or group model HMO
Hospital or clinic
Other
Total

Table 2. Patient and practice characteristics of sample

N=416; Not all respondents answered all questions, but 2400 responded to any given question.

93.8 (70.5) Median = 89
9.4 (9.9) Median = 11
68.8 (33.9) Median = 83
19.5

25.0

21.2

28.4

5.5

17.3

39.3

26.6

16.8

Single specialty  Multispecialty
418 1.9

12.7 2.9

0.5 4.6

12.7 13.9

5.1 : 3.9

72.7 23.3
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physicians (70.2%) were more likely than other cate-
gories—57.5% of whites, 46.8% of others—to take sex-
ual histories on a routine basis (p<0.05).

Because female physicians made up a higher propor-
tion of pediatricians (59.3%), and obstetricians and
gynecologists (53.4%), who were more likely to take
sexual histories than internists (44.2% female and gen-
eral/family practitioners 39.5% female), we also calcu-
lated odds ratios for gender controlling for specialty and
vice versa (Table 5). Having found differences by race,
we also included odds ratios adjusted for racial/ethnic
identification as well. These adjusted odds ratios show
independent effects for all three variables that generally
match the unadjusted statistics. The one exception was
that African-American physicians were no longer more
likely to take sexual histories than white physicians
when we adjusted for gender and specialty (Table 5).

DISCUSSION

This study presents a mixed portrait insofar as judg-
ing whether PCPs offer sexual health services on an
appropriate basis. Just over half of PCPs ask about sexu-
al activity on either an annual basis or at each visit. Ask-
ing at each visit is not essential, but it would certainly
suffice. Although approximately three-quarters reported
taking sexual histories if relevant to the patient’s com-
plaint, the difference is more indicative of a reactive
approach to medical care than a preventive approach.

We also noted that asking a broad question about
sexual behavior was much more common than many of
what we consider the components of a criterion-based
sexual history. For example, only a fifth of physicians
who reported asking about sexual behavior at all asked
about partners’ sexual practices. Physicians sometimes
focus on assuring that patients know about STDs and
about safe sex, rarely asking what their partner’s sexual
behaviors may include. This pattern repeats throughout
Table 4, including that a minority of physicians appear
to never find out the sexual orientation of their patients.
This pattern suggests that many of the histories may not
reach appropriate standards in thoroughness.

As for characteristics of respondents related to tak-
ing histories, we found female physicians elicited sexual
histories at higher rates than male physicians and that
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pediatricians did so at the highest rates of any specialty.
The gender finding is no surprise, even when one con-
trols for specialty; it has been reported elsewhere.>"
Perhaps female physicians are simply more attuned to
sexual health, either directly or through reproductive
health, or even because their female patient load is high-
er. Data from a national survey by St. Lawrence et al.’
show that female physician gender and percentage of
female patients are correlated, albeit weakly (r=0.16,
p<0.001). Pediatricians, however, have no reputation for
taking comprehensive sexual histories in the literature,
and their relative rates in this survey were surprising if
not significantly higher than those of gynecologists.
This surprise is good news for sexual healthcare in the
Atlanta area, because pediatricians provide care for ado-
lescents and often young adults, who have the highest
rates of many STDs of any age groups.'

Recommendations

Training and finding time were both negatively relat-
ed to taking sexual histories, and a slight majority of
physicians reported adequate training. Both remain
important to producing quality sexual histories from
medical professionals. Medical school modules or cours-
es are one place, but, as since practicing physicians have
not had adequate training, continuing education for them
is also important. Medical students and residents often
imitate the practices of their supervising physicians and
if they observe them taking sexual histories and STD
screens on a regular basis, then they are more likely to
take sexual histories in their own practices.

Including a form listing the appropriate components
of a comprehensive sexual history may also be a fruitful
tactic, because many physicians appear not to collect
enough information—the broad single question is not
sufficient. We suggest that the annual exam include the
following questions at the minimum: 1) “How many
sexual partners have you had in the past year?” 2)
“What do you know about the sexual practices of your
partner(s)?” and 3) “Do you engage in sexual activity
with males, females or both?” Physicians should also be
aware of their patients’ STD histories, either through
chart review or asking patients using generic language.
The number of sexual partners is frequently an indicator

Table 3. Correlations among fraining and attitudinal variables

N=416; * p<0.05; ** p<0.01; *** p<0.001

Do you feel ... 1. 2. 3. 4. 5. é.
1. That taking a sexual history is important? -

2. That taking a sexual history takes too much time?2 -0.27** —

3. That taking a sexual history is relevant to medical care2  0.81*** -0.26*** -

4, Comfortable taking a sexual history? 0.52*** -0.30*** 0.53** -

5. You were adequately trained to take a sexual history?
6. You were adequately trained in screening and freatment of STDs¢  0.22***

0.22** -0.16**

-0.12*

0.19*** 0.44*** —
0.18*** 0.41*** 0.62*** -
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of STD risk and history, and partners’ practices are the
other side of that risk equation. With such factors as dif-
ferent routes of transmission combined with the epi-
demiology of many STDs disproportionately affecting
gay men, inquiring about sexual orientation or at least
gender of partners is a precursor to ensuring adequate
and appropriate STD evaluation and education.

The remaining components we assessed on this sur-
vey are certainly not trivial. The U.S. Department of
Justice estimates 2003 rape and sexual assault rates at
2.6-3.0 persons per 1,000 per year for women aged
16-34 years," and lifetime estimates are substantially
higher.'¢ Figures for men are lower (0.3-0.4) but still
significantly different from 0." In our survey, very few
physicians reported asking about abusive sex. Physician
participation in the construction and promulgation of
sexual history forms and practice norms may help: a
study aimed at increasing chlamydial screening by
physicians found their active and continuing participa-
tion in setting goals helped increase screening.’

Limitations and Future Directions

Our response rate suggests this sample should be
treated more as a convenience sample than as a repre-
sentative sample but one that captures a larger propor-

tion than most convenience samples, with a target popu-
lation of almost 20% of Atlanta-area PCPs. The low
return rate for the survey may have influenced our esti-
mates of sexual history-taking, if physicians who were
more likely to report saying yes to taking a sexual histo-
ry or who felt answering no would reflect badly upon
them were more likely to respond than others. We sug-
gest the latter is an unlikely source of bias because our
results showed that respondents frequently answered in
the negative, but note that techniques such as chart
reviews and patient surveys would add validity to self-
report. Also, had we asked what proportion of patients
fell into which age categories for each physician, we
might have refined our estimates of how often and for
whom a physician should take a full sexual history.
Also, although we examined physicians’ sexual history-
taking practices, we did not examine reasons for not
obtaining a sexual history. Such a study would provide
useful future data.

In summary, the odds of a physician in this survey
reporting that he or she takes a sexual history from
patients on a routine basis is slightly better than one in
two. The odds of that history containing all relevant
components of a sexual history are much lower. Some
correlates of sexual history assessment are clearly reme-

Table 4. Sexual history-taking practices
Practices: In what situations do you ask patients about the following?2
Initial If Relevant
Each Annual Medical to Chief
Visit Exam History Complaint Never
1. Sexual Activity (Take a Sexual History)
All physicians (%) 6.4 551 54.6 75.5 1.0
2. Number of Partners .
Of all physicians (%) 30 313 33.2 73.5 8.4
Of those who take a routine or initial sexual history' (%) 53.7
3. Frequency of Intercourse
All physicians (%) 1.9 19.0 17.8 69.3 18.8
Of those who take a routine or initial sexual history (%) 33.2
4. Type of Sex Practices {vaginal, anal, oral)
All physicians (%) 22 6.5 14.4 75.6 16.5
Of those who take a routine or initial sexual history (%)  20.9
5. Partners’ Sexual Practices
All physicians (%) 0.9 11.8 14.2 58.5 26.9
Of those who take a routine or initial sexual history (%)  20.1
6. Sexual Orientation
All physicians (%) 0.5 18.3 33.7 60.8 12.7
Of those who take a routine or initial sexual history (%)  30.7
7. Sexual Abuse Experience
All physicians (%) 02 108 20.4 70.4 13.9
Of those who take a routine or initial sexual history (%) 17.2
8. STD History
All physicians (%) 3.5 291 50.7 67.8 2.4
Of those who take a routine or initial sexual history (%)  47.1
N=416; Rows add up to more than 100% because respondents could check up to three answers (e.g., “annual exam,” "initial medical
history” and “if relevant to chief complaint”); 1: To estimate routine exams, we combined positive responses to annual exams with
g'gis\?i for eocg ;l;lf The total percentage of those responding positively to either or both of these choices for asking about sexual
ty was 58.7%.
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Percent Asking about
Sexual Activity during

Unadjusted OR

Table 5. Physicians’ sexual history-taking on routine exams by gender, race and specialty

OR (95% CI)

Adjusted for Specialty,

adjusted ORs different from the unadjusted ORs.

Routine Exams' (95% CI) Race or Gender

Gender

Males 45.0 1.00 (ref) 1.00 (ref)

Females 72.4 3.21 (2.13-4.83) 3.01 (1.91-4.75)
Race

White 57.5 1.00 (ref) 1.00 (ref)

African American or black 70.2 1.74 (1.06-2.85) 1.44 (0.83-2.53)

Other 46.8 0.65 (0.39-1.09) 0.49 (0.27-0.87)
Specialty

Ob/gyn 68.2 1.00 (ref) 1.00 (ref)

Pediatrics 75.4 1.43 (0.78-2.65) 1.41 (0.74-2.68)

Internal medicine 38.5 0.29 (0.16-0.53) 0.30 (0.16-0.56)

General/family practice 59.3 0.68 (0.36-1.28) 0.75 (0.39-1.46)

Other 26.1 0.17 (0.06-0.46) 0.18 (0.06-0.51)

1: Routine exams include either an annual visit or at each visit. The unadjusted odds ratios (OR) are derived from logistic regression of
routine sexual history-taking (yes or no) separately onto each of gender, race and specialty. The adjusted ORs are derived from logistic
regressions of routine sexual history-taking onto each variable while controlling for the effects of the other two. In no case are the

diable through interventions such as physician training,
sexual history forms; and some are not such as gender.
But to improve the practice of taking routine compre-
hensive sexual histories from sexually active patients
moves medicine from reactions to the presence of STD
and often their dangerous sequelae to optimal preven-
tive care. In conclusion, a comprehensive sexual history
is not needed at every visit but should be obtained =1
per year, as routine preventive care in turn helps ensure
criterion quality of healthcare and sexual health.

REFERENCES

1. §t. Lawrence JS, Montano DE, Kasprzyk D, et al. STD screening, testing,
case reporting, and clinical and partner notification practices: a survey of
U.S. physicians. Am J Pub Health 2002;92: 1784-1788.

2.U.S. Preventive Services Task Force. Guide to Clinical Preventive Services,
2nd Edition. Washington, DC: U.S. Department of Health and Human Ser-
vices, 1996.

3. Institute of Medicine. The Hidden Epidemic: Confronting Sexually Trans-
mitted Diseases. Committee on Prevention and Control of Sexually Trans-
mitted Diseases. Washington, DC: National Academy Press; 1997.

4. Ende J, Rockwell §, Glasgow M. The sexual history in general medicine
practice. Arch Intern Med. 1984;144:558-561.

5.Tao G, Irwin K, Kassler WJ. Missed opportunities to assess sexually transmit-
ted diseases in U.S. adults during routine medical check-ups. Am J Prev
Med. 2000;18:183-185.

6. Ashton MR, Cook R, Wiesenfeld HC, et al. Primary care physician atti-
tudes regarding sexually transmitted diseases. Sex Transm Dis. 2002;29:246-
251.

7. Diemer M, Cooper G, Harvey J, et al. What do second year students ask
in the sexual history? Observations From An Objective Structured Clinical
Examination. Proc Annu Conf Res Med Educ. 1987;26:217-221.

8. Torkko KC, Gershman K, Crane LA, et al. Testing for chlamydia and sexual
history-taking in adolescent females: results from a statewide survey of Col-
orado primary care providers. Pediatrics. 2000;106:€32.

9. Wiesenfeld HC, Dennard-Hall K, Cook RL, et al. Knowledge about sexual-
ly fransmitted diseases in women among primary care physicians. Sex
Transm Dis. 2005;32:649-653.

10. Lewis C, Freeman H. The sexual history-taking and counseling practices
of primary care physicians. Western J Med. 1987;147:165-167.

JOURNAL OF THE NATIONAL MEDICAL ASSOCIATION

11. Gemson D, Colombotos J, Elinson J, et al. Acquired immunodeficiency
syndrome prevention: knowledge, attitudes, and practices of primary care
physicians. Arch. Intern, Med. 1991;151:1102-1108.

12. Raniji U, Salganicoff A, Wyn R. Women and Health Care: a National Pro-
file, The Kaiser Family Foundation Report; July 7, 2005.

13. Wimberly YH, Hogben M. Physicians' STD diagnosis and screening prac-
tices in the South. Southern Med J. 2004;97:624-630.

14. Centers for Disease Control and Prevention. Sexually transmitted dis-
ease surveillance, 2004. Atlanta, GA: U.S. Department of Health and
Human Services, 2005.

15. Bureau of Justice Statistics. Criminal victimization in the United States,
2003. U.S. Department of Justice, Washington DC; 2005.

16. Basile KC. Prevalence of wife rape and other intimate partner sexual
coercion in a nationally representative sample of women. Violence Vict.
2002;17:511-524.

17. Shafer MA, Tebb KP, Pantell RH, et al. Effect of a clinical practice
improvement intervention on chlamydial screening among adolescent
girls. JAMA. 2002;288:2846-2852. B

REUSE THIS
CONTENT

To photocopy. e-mail, post on Internet or
distribute this or any part of INMA, please
visit www.copyright.com.

We Welcome Your Comments

The Journal of the National Medical Association
welcomes your Letters to the Editor about
articles that appear in the JNMA or issues

relevant to minority healthcare. Address
correspondence to EditorINMA@nmanet.org.

VOL. 98, NO. 12, DECEMBER 2006 1929



